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Divislon of W Care Faciliics
STATEMENT OF DEFICIENCIES 1) PROVIDBR/SURFLIER/CLIA {%2) MULTIPLE CONBTRUCTION {X3) DATE SURVEY
AND PLAN OF SORRECTION IDENTIFICATION NUMBER: A BUILDING: 01 - MAIN BUILDING 01 CONPLETED
TN2502 B, WING 8412812015
NAME OF PROVIDER QR SUPRLIER S‘I‘REETADDRESS, CITY. BYATE, ZIP COpE
208 DUNCAN ST N
SIGNATURE HEALTHCARE OF FENTRESS o) JAMESTOWN, TN 28555
am | SUNMIRARY STATEMENT OF DEFICIENCIGS ¢ PROVIDER'S PLAN £ff SORRECTION
Poée)r-!:x ) (BACH DEFICIENCY MUST BE PRECEDED BY FULL ' m‘.e?m (EAGH CORRECTIVE AGTION SHOWLD BE COMPLETE
TAG J REGULATORY &R LSC IRENTIFYING WFGMTION} ] TAG ORQSS-REFERES%I?ESOT%E APPFROPRIATE DATE
N 002 1200-8-6 No Deficiencies N 002
i
: During the survay condusted on 4/28/2015 the
| facility was found o be in campliance with the Life
’ Safety Code requirements of the Tennegsep
Dapartment of Health, Board for Licensing Health
| Care Facllities, Ghapter 1200-8-06, Standards for
| Nursing Momes.
i
|
i
|
f
|
E
|
i
.i
!
{
!
!
!
VIolon of Heakh Sarg Facilios
BORA RESTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE @TE
O Y \ 3%1:%1 l L
ATE FORM oo GIEZ> It cafitlrivation shast 1af 1
WaOC:1 §10C 17 "Aey

plod 158 "oN




